THE CLINGING PATIENT -A SERIOUS MANAGEMENT PROBLEM* SAMUEL L. SAFIRSTEIN, M.D!
There is hardly a psychotherapist with any experience who has not had to deal with the problem of the 'clinging' patient, who uses or misuses the therapeutic relationship in order to satisfy his irresistible and compulsive need to cling to another person. Such a condition is self-perpetuating and leads to 'interminable patienthood' and causes the cluttering of clinics and private practices (3) .
This led one analyst to define therapy as a relationship which ends in mutual exhaustion (I), and another to say "I avoid long therapy because I am not interested in being a baby sitter." (7) He also put it in financial terms when he said, "I am interested in helping people other than furnishing long-term tax deductions until 'insight' is achieved." There are therapists of long experience who shudder and cringe at the mere mention of a clinging patient. Young psychiatrists about to enter private practice should be selective in their choice of patients because it is easier to get a new patient than it is to dismiss some old ones.
It is the purpose of this paper to demonstrate certain features of the clinging patient, to indicate the importance of correct and early diagnosis of 'clingingness' and to suggest ways of managing such patients therapeutically in order to avoid the frequent chronicity and 'dead-endedness' of the therapeutic process itself.
It is important to emphasize that this is not the normal, natural need to depend upon and relate to another person but is the morbid, compulsive need to rely which forms the core of 'clingingness'. It is a way of life which when frustrated, undermined, threatened or endangered, gives the person the feeling that he is falling apart, disintegrating -that he is exploding with anxiety and panic and that life is ending (6) .
The necessity to cling transcends all diagnostic categories and can be seen in any and all neuroses, character disorders and psychoses. The clinging schizophrenic is probably as familiar as the detached one, and the therapist should be particularly alert when the latter becomes attached and begins to cling, because this is usually for life. The clingingness of the parasitic, symbiotic and masochistic relationship is most obvious and comes to mind immediately when dependency, self-effacement and passivity are discussed. Of special mention is the suicidal patient because any attempt to terminate the therapeutic relationship can be foiled by threatened or attempted suicide. The need to cling is frequent in the borderline syndrome and recently Giovacchini described a characterological problem in certain patients, consisting of 'clinging demandingness' in which ". . . non-gratification seems to be an intrinsic aspect of this (therapeutic) interaction." (5) The need to cling transcends the need to improve and to change. The patient does not aim to get better through changing his way of life but tries to perpetuate it in the relationship with the therapist. Resistance to change and refusal to give up sick ways is common to all mental and emotional disorders. What is hoped for in therapy is that in the positive climate of the doctorpatient relationship some of the distortions of the patient's past can be corrected. The clinging patient uses the relationship with the doctor as the vehicle in which to express his need to be attached and, once ensconced in this relationship, he cannot be moved. What Freud called 'transference-resistance' (4) comes into full play in the need to cling, and it creates one of the most difficult problems in psychotherapy.
A vicious cycle is set in motion: the patient comes to the therapist because he needs someone to cling to; a therapeutic relationship is set up in order to help the patient not to cling; the relationship itself becomes a clinging one; the therapist recognizes the stalemate in therapy and, after all therapeutic endeavours have failed, tries to break up the relationship; by then the patient, 'snug as a bug in a rug', feels his precious way of life endangered and fights against any change in the status quo. Most often the therapist gives up and goes on seeing the patient for life; occasionally the patient may be talked into changing therapists and is transferred, usually to a younger therapist; and then the same cycle repeats itself.
The inherent difficulties in treating such patients with reconstructive psychotherapy and also their notorious lack of motivation to change makes it questionable whether longterm therapy, aiming at deeper personality changes, is applicable to more than a few such patients, and then only by an expert therapist. What is intriguing is how the practising psychiatrist can manage the clinging patient within the framework of restorative psychotherapy -a method of treatment which is applicable to most clingers. The distinction between reconstructive and restorative management has more than statistical significance.
Not only do few patients fulfill the requirements for reconstructive psychotherapy but the therapist has to be on guard to avoid succumbing to what appears to be an excellent prospect for a positive therapeutic outcome.
The clinging patient is a 'good patient'. He is eager to please, arrives on time or well ahead of his appointed hour. He not only follows suggestions but also anticipates the therapist's wishes, desires and personal needs and is grateful for anything therapy has to offer. He flatters the therapist's professional vanity by reporting marked, lasting improvement. He seldom complains, pays on time if he is a private patient, and if he is a clinical patient often praises his therapist to other patients in the waiting room. He will do anything for the privilege of continuing to come. Most seductions of therapists are done by clinging patients. It takes an inexperienced therapist quite a while before he realizes he is enmeshed in a situation he has completely misdiagnosed. What he had considered to be a patient 'moving in therapy' turns out to be a patient who entrapped him in a sado-masochistic relationship, an erotic seduction or even blackmail. It is difficult to disengage because the patient falls back on very disturbing somatic symptoms, helplessness or suicidal threats. An iatrogenic situation has been created because of failure to diagnose the patient's clingingness, his ineligibility for intensive psychotherapy, or both.
The question then arises: what is wrong with allowing the patient to cling? Actually, nothing, and with some patients a clinging course of therapy is the only one possible. Every private practice and every outpatient clinic has patients who could not function unless allowed to come and to cling for the rest of their lives. However, two points should be made clear in terms of chronic clingers:
1) The fact that they keep coming for a very long time is no evidence that active treatment is taking place. 2) The therapist has substituted himself as the person the patient clings to as a palliative measure in a continuing, endless and lifelong situation, and has become the baby sitter. Sometimes such situations are preferable to certain clinging relationships outside therapy w her e non-professionals, quacks and crooks exploit the patient's need to cling. Could such interminable 'therapy' be prevented?
It is tempting to speculate on the origin of 'clingingness'. Without succumbing to the endless debate between nature and nurture an assumption will be made that clinging in the context described above is an ego defect which may be due to psychogenic developmental factors, congenital, hereditary or constitutional factors, or a combination of all of them. Etiological factors will not be taken into consideration because the method of treatment suggested is not concerned with etiology. Restorative psychotherapy does not necessarily aim at the removal of causative factors of illness. It may be non-specific and aim at reconstitution and re-establishment of function when the dynamic homeostasis of the individual's psychic life has been disrupted or threatened with disruption.
Therapy does not aim to change the individual's need to cling but tries to help him to function within and despite this need; to help him regain and maintain his adaptation which he had developed in the course of a lifetime, of which clinging is a part. His adaptive homeostasis has been temporarily disturbed by internal or external factors. As a matter of fact most clingers never have to see a psychiatrist. They manage to have a successful adaptation by finding a person to cling to, and are themselves able to handle the threats to their clinging relationships and make the transition from one person to another as these relationships disintegrate. Most of these people lead useful and fairly satisfying lives. Those who do appear at the psychiatrist's office have been unable to bridge the gap of a defunct clinging relationship and they need help. Usually they should be helped to fill a void which cannot be tolerated by substituting a temporary relationship with the therapist until the patient can fulfill his need to cling in an outside relationship with a friend, lover or spouse. A close prolonged relationship with the therapist must be avoided because it will invariably be used by the patient to fulfill himself in this relationship without looking for another. What is a conditio sine qua non in reconstructive and intensive psychotherapy and a prerequisite for psychoanalytic change may be simply contraindicated in restorative psychotherapy.
It is now apparent why it is so important that the therapist be clear, as soon as possible, as to what type of therapy he is engaging in. Usually those who become chronic, lifelong patients are the failures of misapplied reconstructive psychotherapy and also those who have been allowed to remain too long in treatment before the type of psychotherapy to be used is chosen. The therapist must dia.gnose 'clingingness' as early as possible, but the patient does not come for help because of his clinging needs; most of the time he is not aware that he has such a problem. He comes because of pain and difficulties arising as a result of a disruption of his clinging pattern. Once diagnosis is made an even graver responsibility for the therapist is to decide whether to introduce a different objective than the one for which the patient came for help. Any change in the therapeutic goal has to be preceded by bringing to the patient's awareness the nature of his problem. This may be adding insight to injury and be more traumatic than the original problem. It may also necessitate the patient breaking away from the therapist after a few sessions.
Another crucial point in the management of the clinging patient is the handling of the doctor-patient relationship. When the patient finally decides to seek professional help he is desperate, feels he is drowning and tries to grasp and hold on to the therapist for dear life. This need must be satisfied. The therapist's soothing and reassuring support is a necessary life-saver but at the same time the patient must be kept at arm's length and not be allowed to settle into the relationship and use it as a substitute for any other. Three main techniques are used to accomplish this: 1) Frequent indications must be given non-verbally, and verbally if necessary, that the doctor-patient rela.tionship is of a temporary nature meant only to tide the patient over until he can find new meaningful relationships on the outside. He must be actively encouraged to find and try new relationships and be guided in his exploration as to whether they serve his purpose and are to his advantage. 2) Sessions must be infrequent -once or twice weekly at most. Occasional phone calls may be permitted when the patient is overanxious. Clinging patients, if allowed, would come daily and even more often. They not only clamour for more frequent sessions but also for sessions of longer duration and on weekends and holidays. They create emergency situations in order to justify their being seen more often. As soon as there is evidence that the patient is moving in too closely temporary interruption of sessions may be indicated in order to find out how the patient would fare without support, while permitting occasional phone calls in order to reassure him that the therapist has not abandoned him and is there in case of real need. Many of these clinging patients find it reassuring that the doctor thinks they can get along for some time without scheduled visits and they are usually willing to co-operate with such a plan but they must have the knowledge, trust and the feeling that their physician is behind them and ready to help if their anxiety becomes unbearable. 3) As well as the therapist rationing the time he gives patients there is the concept of the institutionalization of therapy. The clinging patient has an inordinate need for 'in-the-flesh' people rather than things, ideas and institutions.
Moved by the feeling that his security stems from his attachment to another person he holds on to people for dear life. If he can be convinced that a healing institution such as a hospital, clinic or a doctor's office is behind him he may not be so much in need of the direct person-to-personcontact with the therapist. Ties of institutional transference may be enough to keep the patient going without his having to cling to the therapist in person. Institutional transference, which is described elsewhere (8, 9, 10, 11, 12, 13) , denotes the phenomenon of feelings toward parents in early childhood and transferred later to inanimate objects instead of to other people.
It is usually seen in detached patients who have come to rely for their security upon an institution rather than on a person or people. This is exactly the reverse of what is taking place with the clinging patient. With some insistence and patience the clinging patient may be induced to acquire a degree of institutional transference alongside his welldeveloped, sticky and fixated individual transference. This allows the patient to function outside therapy for long periods of time, often for the rest of his life. He maintains his invisible ties to the institution of therapy or to the therapist, which he may use occasionally for brief periods of time as the need arises. The type of therapy suggested above does not interfere with the patient's need to cling in outside relationships but permits him to live in his own homeostatic equilibrium. The institution of therapy or the therapist are available to him when the equilibrium is threatened or disrupted. One or several sessions may be all that is needed to restore the balance. The suggested therapy is not intended to resolve the transference relationship with the therapist but to keep and maintain the balance for the rest of the patient's life and to dilute the transference and mix it with institutional transference so that interminable patienthood is prevented.
This method of therapy has in it elements of substitution therapy, similar to the use of methadone in heroin addiction, and also elements of behaviour therapy such as desensitization in cases of phobias. It is a restorative type of therapy and therefore, is not intended to change the individual's characterological make-up. Although based on psychoanalytic concepts and understandings it is entirely different from psychoanalysis as a form of therapy in that it is non-specific. Medicine is full of therapeutic methods which are non-specific and nonetiologic yet useful and at times life saving (2) . This, of course, does not mean that better methods of therapy based on known etiological factors should not be sought.
In conclusion, a psychotherapeutic approach in which restoration of function is 1972 THE CLINGING PATIENT SS-225 the main goal is suggested. This approach advocates non-interference with the compulsive need to cling by facilitating relationships on the outside where the patient can fulfill this need and by structuring a brief therapeutic relationship, forming and maintaining an institutional type of transference interminably. This is supportive without the patient having to be in active treatment. The doctor-patient relationship is the instrument of healing which allows the patient to function when his pattern of clinging is being undermined by events in life. The method of treatment is unrelated to the cause of the problem.
